F. A., aged 56, consulted me on November 1, 1933, on account of the present condition of his hands and feet; it had begun some three months previously, on the feet first and later on the hands.
I have long been interested in these cases, of which this patient is a very good example. The condition, when fully developed, is characterized by: (1) An erythema of the palms and soles, which tends to invade the lateral surfaces of the hands and feet. (2) Hyperkeratosis corresponding exactly to sites of maximum pressure and friction. This is, as a rule, particularly well seen on the toes, ridges of thickened horny layer appearing on those parts of the toes which are pressed upon during standing and walking. (3) The formation of deep painful cracks in the hyperkeratotic areas. (4) Subjective sensations of burning and itching in the palms and soles.
The condition must not be confused with psoriasis of the palms and soles, or -with the hyperkeratotic variety of epidermophytosis. Confusion with the latter may arise owing to the fact that lateral pressure by the shoes may cause hyperkeratosis of the skin between the toes.
In my patient it will be seen that there is the diffuse erythema, above described, and that on the feet the hyperkeratosis corresponds to the maximum areas of pressure. On the palms it is present chiefly in the centres and on the skin between the thumbs and first fingers. Examination of scrapings from between the toes, for fungus, was negative.
The patient is obese, plethoric-looking, and emphysematous. The systolic blood-pressure is 140. There is no albuminuria or glycosuria.
In nearly all the cases in which I have investigated the point, the blood-uric acid has been high. In this case it is 5 3 mgm. per 100 c.c. (normal 0-7 to 3 5). In some of my patients there has been a history of recurrent attacks of acute gout.
Treatment by diet, abstention from alcohol, and the internal administration of colchicum and alkalies, with a strong salicylic ointment locally, has on the whole given good results. This case is almost identical with that published ten years ago by Drs. Beatty and Biggar (Brit. Journ. Derm. and Syph., 1923, p. 325) .
Acne in a
The lesions are localized to the cheeks and consist of a number of discrete comedones with a few acne papules and deep-seated nodules. There is no grouping of the comedones. Drs. Beatty and Biggar were able to grow acne bacillus in their case. In this case, althouglh there are some Gram-positive cocci and bacilli present, we have not been able to grow the acne bacillus.
There is a history of camphorated oil being rubbed into the child's chest when she was three months old; none has been employed since. It has also been admitted that at the same time a little was rubbed on to tha bridge of the nose, though there is no significance in this, as lesions of this type have been noticed on the face after the application of oil to the chest.
Clinically it is difficult to distinguish between this case and one of ordinary acne vulgaris, and it raises the interesting question as to the origin of ordinary acne.
Multiple Symmetrical Fibro-Angiomatous Nmvi of the Face and Hands.-I. MUENDE, M.B.
Patient, a clerk, aged 23, has a bilateral fibro-telangiectatic papular affection of the ears, nose, scalp, and fingers, with a few scattered lesions over the forearms, thigh and trunk. He says that he was born with " reddish-brown " nodules on the ears and nose, but that he first noticed those on the hands eight years ago. His general health is good. An aunt had a large " port-wine" stain over the chest, but there is no family history of nevi of any other kind or of any nervous disorders.
The most marked lesions are to be seen on both ears. On the external surface there are numerous hard discrete pinhead-sized papules, which are mostly skin coloured, but which, on stretching, appear more yellowish. Here and there some are capped with few telangiectatic blood-vessels. On the helix there are larger lesions, some attaining the size of a split pea, and they are covered by a loose overlying skin of a purplish colour, due to the presence of numerous telangiectases. On stretching this skin one can see numerous closely-set deep-seated pinhead-sized nodules of a pale lemon tint. The blood-vessels over the helix, even between the nodules, are very dilated. There are a few millet-sized papules on the inner surface of the pinna, and here the overlying skin is taut and occasionally telangiectatic. On the sides of the nose there are similar firm papules and the skin generally in this part is coursed by dilated blood-vessels. There are a few millet-sized papules situated at the anterior hair margin (on the right side) and numerous others over the occiput. In the lunmbar region there are three deep-seated nodules which are only apparent when the skin is drawn taut and there was another on the right thigh which was removed for biopsy. There are a few similar papules on the arm and many pinhead-sized papules over the dorsal and lateral aspects of the two distal phalanges of the fingers and thumbs. There are no lesions on the buccal mucosa.
Histology.-Sections were made from papules removed from the ear, finger, and thigh, and the histology, except for the presence of many more widely dilated bloodvessels in the papule from the ear, is essentially the same in all the preparations.
There is no appreciable change in the epidermis. The collagen fibres in the pars reticularis show a relative increase in density. In the pars reticularis there are large round zones of closely packed broad collagen bundles between which there is a marked proliferation of connective-tissue cells. Around the lower part of a hair follicle one can see a pure dense fibroid nodule. In a section from the finger one oi the deeper nbdules has undergone degeneration, staining yellow with van Gieson's stain, with disappearance of the elastic tissue. At the junction of the pars papillaris and reticularis there is a zone of very dilated blood-vessels. The elastic tissue is unaltered in the papillee, but in the fibroid zones the fibrils are swollen and fragmented.
In none of the sections were sebaceous glands to be seen.
Dr. J. T. INGRAM said that the patient gave a history of epistaxis, as did his father and members of his father's family. He (the speaker) thought that this was a case of Osler's faimilial telangiectasia.
Folliculitis Decalvans (Quinquaud).-L. FORMAN, M.D. Miss M. C., aged 23.-Five years' history of bald patches on the vertex of the scalp, associated with small pustules. These appear and dry up very quickly twenty-four hours afterwards, and are occasionally associated with swelling of the regional lymphatic glands. No boils or pustules anywhere else on the body. The whole of the vertex of the scalp involving the temples is erythematous. There are numerous atrophic bald patches irregularly distributed.
Some follicular scaling is present, and a few follicular pustules have been seen. Culture from pustule gave Staphylococcits aureus. The patient was very sensitive to intradermal staphylococcal vaccine, and has had three injections of 25 millions at weekly intervals.
She says she has improved, in that there have been fewer pustules.
